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EDITORIAL 


SOME MONTHS ago the Annual General Meet- 
ing of the Students Union discussed at great 
length the problem of the View Day Ball. 
The main controversy was whether to be 
bound by the traditional conservatism 
attached to this Hospital in all their doings 
and hold the Ball at a hotel or to branch out 
along new and hitherto unexplored paths and 
hold the dance in a marquee on the lawn 
at Charterhouse Square. This Journal sup- 
ported a continuance of the well-tried and 
usually successful dance in the halls of gold 
to be found at the larger London hotels. 


The move to change although passed by a 
majority at the Annual General Meeting was 
effectively squashed by the Medical College 
Council, who felt some qualms about the 
lawn at College Hall, and so the project was 
buried under ten inches of top-soil. There 
was also some question as to the problem 
of guaranteeing the dance, and this too con- 
tributed to the ultimate decision to hold the 
Ball at the Park Lane Hotel. 


The Ball Committee immediately found it 
necessary to raise the price of admission to 
£3 10s. this year owing entirely to the hotel 
raising its charges for the meal, which dis- 
couraged many would-be attenders and 
eventually something under 300 persons took 
the floor at what should be the main social 
function of Bart’s year. This represented a 
miserably small proportion of the number 
who have attended in previous years, and in 
consequence the dance was run at a heavy 
loss. It is indeed regrettable that more stu- 
dents, more nurses, and in particular more 
Staff did not make the effort to support their 
hospital on this occasion. 


To consider the Ball subjectively it was a 
great success, but this success was entirely 
due to extraneous factors and not to the 
evening as arranged. 

An objective view revealed but one advan- 
tage over the previous years—that of room 
to move—and the Park Lane Hotel certainly 
is a more pleasant place when there is no 
premium on space on the floor or at the 
bar, although this, as already indicated, was 
a two-edged sword. The standard of the 
meal, however, was not as good as might 
be expected, considering the price was raised 
to cover an increased cost for food. The 
Ball Committee had, however, very wisely 
decided to dispense with those expensive per- 
ennials at all dances, the Pipers, and this was 
a well justified omission. 

In consequence of this year’s Ball and its 
various shortcomings, any change must be 
for the better, and perhaps the idea of a mar- 
quee on the lawn could be resurrected with 
advantage. With the catering done by a re- 
putable firm of outside caterers and an ade- 
quate marquee, it must be an improvement 
on this year’s dance. 

The work of the Ball Committee should, 
however, not go unheeded, for they worked 
hard and long to make the Ball a success, 
and it is no reflection on them that it failed 
to come up to expectations, for they depend 
on both moral and tangible support to make 
their efforts worthwhile. It is perhaps the 
woeful lack of this loyalty that was the most 
tragic and reprehensible feature of the whole 
affair for every club, society and function 
should be able to depend on the whole- 
hearted support of the Hospital, from top to 
bottom, and anything less is not enough. 
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Mr. Hume’s Last Lecture 


Mr J. B. Hume gave his last clinical 
lecture as Senior Surgeon to the Hospital on 
April 20th and his subject was ‘ Sinuses and 
Fistulae of the Neck’. This lecture 
although his last academic appearance was 
not however his final farewell to Bart’s since 
there will be some months elapsed before he 
retires from his wards. This may appear 
paradoxical but the order of lectures is pre- 
determined and unalterable. 


It is tradition that as many of the Staff as 
possible attend on these occasions and this 
was no exception for many of Mr. Hume’s 
colleagues were present to support him in 
what must inevitably be one of the most diffi- 
cult of the lectures he had ever given. 


No-one enjoys the moment of parting 
from his life’s work, for such occasions 
become a little sentimental and may be a 
measure of achievement. Mr. Hume can 
reflect in his retirement on the day that the 
whole of Bart’s applauded with their hands 
and voices but wept in their hearts at the 
official departure of a much loved and 
respected son of the Hospital. 


University of London 


Dr. A. G. Spencer, G.M., has been appoin- 
ted to the University Readership in Medicine 
at St. Bartholomew’s Hospital Medical 
College. 


Mrs. Croydon 


APRIL 30TH, 1958 saw the disappearance of 
possibly the last of the Hospital legends— 
Mrs. Croydon left the Women’s Out-Patient 
Department and Bart’s for her well-deserved 
retirement. 


Mrs. Croydon commenced her training at 
Bart’s exactly forty years ago and obtained 
her “blue belt” in 1921. She then went on 
to do the then midwifery diploma, the 
C.M.B., on Elizabeth Ward, and she was 
probably the last nurse to do so since this 
was then discontinued. 
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After this she left Bart’s and worked at 
the Royal Waterloo and the Samaritan Hos- 
pitals, returning to Bart’s in 1935. She be- 
came Sister W.O.P’s in 1946. 








For all her fierceness to the students 
whilst on the “firm” she was loved, res- 
pected and now missed by all, and the whole 
Hospital wishes her a long and happy 
retirement. 





NOTICES 





Lecture on General Practice 


Dr. G. F. Abercrombie will be giving the 
next lecture on General Practice on Tuesday, 
June 24th, at 12 noon. His title will be 
“ Obstetrics in General Practice.” 


New Addresses 


Dr. E. J. Blackaby to C. J. Crookes 
Hospital, Scottburgh, Natal, Union of South 
Africa. 
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Dr. H. P. Hutchinson, Austwick, Pad- 
dockhall Road, Haywards Heath, Sussex. 


Mr. C. Martin Doyle to Holm Wykeham, 
West Malvern. 


Journal Staff 


Mr. R. Miller has been elected Charter- 
house Representative in place of Miss A. M. 
MacDonald whose resignation was accepted 
by the Publications Committee with regret. 


Applications are invited for the positions 
of Assistant Editor and Assistant Manager to 
the Journal and should reach the Editor by 
the 14th June, 1958. 


Applicants for the Assistant Editorship 
will be required to submit a specimen 
editorial (approx. 1,000 words) with their 
applications. 





ANNOUNCEMENTS 





Engagements 


CHORLEY—KENT. The engagement is 
announced between Dr. Gordon Ewart 
Chorley and Sheila Audrey Clare Kent. 


HEDLEY WHITE—WALLER. The _ engage- 
ment is announced between John Hedley 
White and Elizabeth Tessa Waller. 


PARRISH—CORLETT. The engagement is 
announced between Dr. Anthony Parrish 
and Elizabeth Jane Corlett. 


WOOLRYCH—TAYLOR MARSH. The engage- 
ment is announced between Michael Wool- 
rych and Ann Taylor Marsh. 


Marriage 
GABRIEL—RATCLIFFE. At St. Méichael’s, 


Highgate, on March 22nd, between Dr. 
David Gabriel and Dr. Diana Ratcliffe. 


Births 


BLACKLOocK.—On April 6th, to Marjorie, 
wife of Norman Blacklock, a daughter. 
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COCHRANE.—On April 16th, to Margaret, 
wife of Dr. T. D. Cochrane, a daughter 
(Fiona Jane). 


FaIRLEY.—On April 6th, to Daphne, wife of 
Dr. Gordon Hamilton Fairley, a second 
daughter (Sarah). 


HAvaRD.—On April 13th, to Mbhairi, wife 
of Dr. Cyril William Holmes Havard, a 
son (John), brother to Mark. 


JacKson.—On April 20th, to Jane, wife of , 
Dr. D. F. Jackson, a son. 


JacKson.—On April 21st, to Jean, wife of 
Dr. Peter George Jackson, a daughter. 


JaMES.—On April 3rd, to Audrey, wife of 
Dr. D. C. James, a son (Paul Anthony), a 
brother for Matthew. 


JonEs.—On April 11th, to June, wife of Dr. 
John M. Jones, a son (Richard Bryce). 


NaINBY—LuxmMorE.—On April 11th, at 
University Hospital, Jackson, Mississippi, 
to Ruth, wife of Dr. R. C. Nainby-Lux- 
more, a son (Jonathan Chave). 


Power.—On April 9th, to Carol, wife of 
Squadron-Leader G. H. D’Arcy Power, a 
daughter. 


Death 


FoweEL_.—On April 28th, Dr. Patrick Har- 
vey Clive Fowell. Qualified 1912 


SCHOLARSHIPS 1958 


Brackenbury Scholarship in Medicine 
Not awarded 


Brackenbury Scholarship in Surgery 
R. B. Harcourt 


Kirkes Scholarship and Gold Medal 
J. D. Parkes 
Prox. Access.: D. J. Tooby 


Matthews Duncan Medal and Prize 
C. J. Carr (Prize only) 
Prox. Access.: J. D. Parkes 


Betane Pebas vices cisisinndnivan D. J. Tooby 
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Waa Prize ii... 2.2.92 R. B. Harcourt 
A GES eee eee R. B. Harcourt 
pd er J. T. Silverstone 
eg > Ere D. J. Tooby 


Senior Scholarship in Anatomy, Physiology 

and Biochemistry ............... A. B. Shaw 

Prox. Access.: A. J. Lines 

... K. Manchester, M. M. Orr 
aeq. 


Foster Prize 


Herbert Paterson Medal 
B. G. Boothroyd Brooks 


SE DUE scccsssiccieuiestduasenps A. J. Lines 
BRUNO PUEDE 6 oncci se csccectessics J. Townsend 
CC ke) nee P. Collins 
Certificates: M. G. Lewis 

E. Knight 


M. C. Stevenson 





CALENDAR 





Sat. May 31 Dr. Geoffrey Bourne on duty. 
Mr. J. B. Hume on duty. 
Mr. F. T. Evans on duty. 

Sat. June 7 Dr. A. W. Spence on duty. 
Mr. C. Naunton Morgan on duty. 
Mr. R. A. Bowen on duty. 
Athletics: Sports Day. 
| ae v. St. Thomas’s Hospital 
(H). 

Sat. » 14 Dr. R. Bodley Scott on duty. 
Mr. R. S. Corbett on duty. 
Mr. R. W. Ballantine on duty. 
Athletics: U.H. Championships. 
a v. St. George’s Hospital 

Sat. » 21 Dr. E. R. Cullinan on duty. 
Mr. J. P. Hosford on duty. 
Mr C. Langton Hawes on duty. 
Cricket: v. Royal Dental Hospital 
and Charing Cross Hospital (H). 
Tennis: v. U.C.H. (A). 

Sat. - a — and Surgical Units on 
uty. 
Mr. G. H. Ellis on duty. 

Sat. July 5 Dr. Geoffrey Bourne on duty. 
Mr. J. B. Hume on duty. 
Mr. F. T. Evans on duty. 





DR. JOHN MACKWOOD 


Dr. John Mackwood died and was buried 
at sea on Easter Saturday (April Sth) this 
year. 


He was a great lover of the sea and, by a 
strange coincidence, had told me on one 
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occasion that he wished to be buried at sea. 
He would have been seventy-two this coming 
July. 


John Mackwood was one of nature’s 
psychotherapists who came into the field 
from general practice, i., without any 
special training in clinical psychiatry. It 
was my fortunate duty to act as his super- 
visor when he was learning his craft at the 
Tavistock Clinic; so I can claim to have 
taught him the elements of psychotherapy. 
However, he soon thought out his own 
methods and learned to apply them with 
consummate success. He studied medicine 
at the London Hospital ; and, after qualifi- 
cation, practised as a general practitioner in 
the country for many years, and afterwards 
practised medicine in China, where he made 
a reputation for himself. 


During the first year of the last war, he 
worked at the Maudsley Hospital for a while 
and after that for the Emergency Medical 
Service in Sheffield. 


On his return to London early in the war he 
joined the staff of the Department of Psycho- 
logical Medicine at Bart’s as a psychothera- 
pist and won golden opinions all round. At 
the same time he worked for at least ten 
years as psychotherapist at Her Majesty’s 
Prison, Wormwood Scrubbs. This was a 
great innovation ; and I know that the Home 
Office very much valued his experimental 
work and the reports which he sent in. 


All this time he carried out a private prac- 
tice as a psychotherapist and was always 
booked up well ahead on account of the 
reputation which he had made for himself. 


His approach to psychotherapy was rather 
metaphysical (he juggled with notions of 
time and space) but he had small facility in 
making his ideas clear to others, either in 
writing or in lecturing. On the other hand, he 
certainly got his patients well! 


On his retirement, he retired to the 
country in Buckinghamshire, and later to 
Devon, literally to cultivate his garden. 


He will be very much mourned by his 
friends and colleagues who meant so much 
to him and to whom he meant so much. 


E. B. STRAUSS. 
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THERAPEUTIC USE OF ANTICOAGULANTS 


by J. P. THOMAS 


BEFORE THE prescription of any drug, two 
general criteria must first be satisfied. Can 
proof be obtained for its efficacy in limiting 
a particular disease and will its toxic effects 
preclude its usage? 


In the past two years, the introduction of 
Phenyl-indanedione (Dindevan) has simpli- 
fied the control of anticoagulant therapy. Its 
ability to maintain a suitably prolonged pro- 
thrombin time, with little fluctuation, has 
reduced the incidence of haemorrhage pre- 
viously associated with the older anticoagu- 
lants and thus curtailed the only serious 
complication associated with these drugs. 
Regarding the first question, it is important 
to emphasise that there is no general agree- 
ment upon the clinical value of anticoagu- 
lants. In fact, it would be true to say that 
no other group of drugs has produced 
greater controversy since their introduction 
twelve years ago. 


Perhaps it will help to explain this prob- 
lem by comparing these drugs with an accep- 
ted therapeutic agent such as Penicillin. If 
a patient has pneumococcal pneumonia, the 
sensitivity of the organism to Penicillin, in 
vitro, can be assessed quite accurately and 
experience has shown that a corresponding 
quantity given systematically will have a 
bacteriocidal action. A rapid decline of 
fever can be anticipated and resolution of 
pulmonary consolidation will follow. It 
seems that the only complaint now comes 
from the student who sees the florid signs 
of consolidation so rarely. 


Turning to the anticoagulants, Heparin is 
known to inhibit the whole elaborate process 
of blood clotting both in vitro and in vivo, 
but the same cannot be said for the longer 
acting anticoagulants. These drugs act by 
depressing the formation of prothrombin 
(and Factor 7) in the liver ; the quantity of 
drug administered being governed by the 
degree of prolongation of the prothrombin 
time. The precise relationship, however, 
between this laboratory estimation and the 
coagulability of circulating whole blood is 


not known. Again, in contrast to Penicillin, 
anticoagulants are used clinically to prevent 
the known complications of thrombo- 
embolic disease ; the occurrence of which in 
an individual or group of patients cannot be 
predicted. 


Taking these factors into account and 
mindful of the uncertain background of mor- 
bid anatomy, it is clear that dogmatic state- 
ments cannot be made about the treatment 
of thrombo-embolic disease, but I will aim 
at presenting the wider experience of others 
and, where possible, indicate the general 
opinion on anticoagulant therapy in a 
particular disease. 


Venous Thrombosis and Pulmonary 
Embolism 


The incidence of lower-limb thrombosis 
increases abruptly after the first three days 
of bed rest. It is induced by venous stasis 
and therefore, occurs particularly in elderly 
patients with poor musculature. The deep 
veins of the calf muscles are most commonly 
affected and at this site the initial thrombus, 
composed of a laminated meshwork of plate- 
lets, is firmly attached to the vein wall. Blood 
clot subsequently forms in the narrowed 
lumen and this commonly causes a sterile 
reaction in the vein wall to produce local 
tenderness. If this process extends proxim- 
ally into the deep thigh-veins, blood clot 
often lies loosely in the lumen of these larger 
vessels. No localising signs are produced, 
but a portion may be dislodged to form a 
pulmonary embolus with varying degree of 
pulmonary infarction. Less commonly the 
femoral vein is occluded by a mass of adher- 
ent blood clot. In this case, marked oedema 
of the lower limb occurs, but pulmonary 
embolism is an unusual complication. 


Gibbs (1958) maintains that the majority 
of pulmonary emboli arise, not from the calf 
veins, but from primary thrombosis of the 
femoral vein: the notoriously high incidence 
following pelvic operations being ascribed to 


s 
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hip flexion during operation. Similar throm- 
bosis may be induced in the obese or preg- 
nant by compression of the femoral vein. If 
this statement is correct it would account for 
the fact that more than 50 per cent. of pul- 
monary emboli occur without prior evidence 
of thrombosis in the lower limb. 


The importance of prophylaxis was em- 
phasised by R. S. Murley (1950) who studied 
the problem of thrombo-embolic disease in 
1,763 surgical cases at this hospital. Ward 
exercises and early rising after operation re- 
duced the incidence of venous thrombosis 
from 9.0 to 3.3 per cent. All patients who 
developed calf tenderness were treated with 
anticoagulant drugs. The morbidity in the 
lower limbs, as evidenced by pain, duration 
of bed rest and subsequent oedema on walk- 
ing was greatly reduced, but the incidence of 
pulmonary embolism was not influenced by 
anticoagulant therapy. These conclusions 
were later confirmed by Mears (1954) in a 
similar series. 


In practice, one is required to treat two 
groups of patients. Firstly, the patient with 
calf tenderness only and secondly the more 
unfortunate individual who sustains a pul- 
monary embolus. 


If careful watch is kept for peripheral 
thrombosis, this condition should be detected 
at an early stage. Provided that the patient 
is then able to remain or become ambulant 
without too much discomfort there is no 
necessity for anticoagulant therapy. On the 
other hand, the use of anticoagulants is war- 
ranted when the patient is confined to bed, 
particularly if he or she is elderly ; gives a 
history of previous thrombosis or there is 
evidence of cardiac failure. 


Pulmonary embolism is a serious compli- 
cation. It is directly fatal in 12 per cent. 
of cases when massive clot occludes the main 
pulmonary vessels. Smaller emboli are, of 
course, more frequent but these can induce 
local thrombosis or predispose to lung infec- 
tion. Repeated emboli may precipitate acute 
circulatory disturbance or be responsible for 
the later development of cor pulmonale. 


Most of these emboli originate from the 
femoral veins and occasionally from the 
pelvic veins. Because thrombosis in these 
vessels is usually silent and anticoagulant 
therapy does not limit the danger of pulmon- 
ary embolism, one is unable to predict or 
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prevent the initial pulmonary episode. When 
this complication does occur, however, the 
risk of further emboli and morbidity of the 
lung are reduced if anticoagulants are pre- 
scribed. Presumably this treatment, which 
should be continued for at least three to four 
weeks, deters fresh thrombus formation dur- 
ing the time that resolution is occurring in 
the chest and in the lower limb veins. Haem- 
optysis associated with pulmonary infarction 
does not prohibit anticoagulant therapy, for 
it is rarely profuse or sustained. 


Myocardial infarction 


The authors who favour most the use of 
anticoagulants for myocardial infarction are 
I. S. Wright (1948) in America and Gilchrist 
and Tullock (1954) in this country. 


Wright was chairman to an extensive sur- 
vey undertaken with meticulous care by the 
American Heart Association. Heparin and 
dicoumarol were administered to 432 cases 
admitted on odd calendar dates and no anti- 
coagulants were given to 368 cases admitted 
on even dates. The incidence of previous 
infarction and degree of severity were 
assessed to be about equal for the two groups 
and there was little difference in their ages. 
The only serious criticism would be that 
“anticoagulants were given to some patients 
in the control group because of pressure by 
the family or private physician.” 


The mortality was 24 per cent. in the con- 
trol group and 15 per cent. in those receiv- 
ing anticoagulants. This difference was 
wholly accounted for by the mortality due 
to thrombo-embolic complications, which in- 
cluded pulmonary emboli from the periphery 
and cerebral emboli from thrombi on the 
damaged ventricular wall. A few embolic 
episodes occurred in the treated group, 
especially if the prothrombin time became 
less than 25 seconds. Haemorrhage occurred 
in 7 per cent. of those patients receiving 
anticoagulants but was severe in one case 
only. Bleeding was seen particularly when 
the prothrombin time exceeded 40 seconds. 


Gilchrist and Tulloch recorded similar 
results in their study of 1,833 cases. They 
believed that the sequence of thrombosis, 
infarction, shock, hypotension and cardiac 
failure was influenced by treatment with 
anticoagulants, but the almost identical mor- 
tality from these causes in the two groups 
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would indicate that these drugs play little 
part in controlling such factors. Deaths 
occurring before arrival at hospital or result- 
ing from ventricular arrhythmia at any time 
during treatment cannot be reduced by anti- 
coagulant therapy, but it is claimed that 
initial infarction may be prevented by long- 
term prescription (vida infra). 


Evans (1954) summarised the results of 
numerous authors; little difference was 
observed in the incidence of thrombo- 
embolism with treatment and laboratory 
control of the prothrombin time did not tie 
up with the occurrence of thrombosis or 
haemorrhage. The damage caused by haem- 
orrhage into a vital organ, such as the brain, 
could not be rectified by restoring a normal 
prothrombin time with vitamin K. It is 
important to point out, however, that dicou- 
marol was the only long-acting anticoagu- 
lant available at that time making control 
of treatment particularly difficult. If the 
contraindications to anticoagulant therapy 
are carefully observed, few haemorrhages 
will occur with the combined use of heparin 
and phenylindanedione. In fact, I have seen 
one mild instance only of haematuria when 
using this combination. Wright emphasises 
the need to look for some underlying path- 
ology at the site of haemorrhage. He states 
that menstruation is normal in women re- 
ceiving these drugs when the reproductive 
organs are healthy. 


What in summary can be said regarding 
the use of anticoagulants in mycocardial 
infarction? The majority of physicians would 
agree that these drugs should be used in all 
such cases. Some physicians would withhold 
treatment from “good risk” patients but, 
as complications occur with equal frequency 
in “good” and “ bad” risk cases, it is not 
possible to predict such hazards in a parti- 
cular patient. This arbitary division there- 
fore should not determine the prescription of 
these drugs. 


Angina decubitus 


Ischaemic pain at rest may be the pre- 
cursor of infarction. Confinement to bed on 
anticoagulant therapy for a period of 4 to 6 
weeks may allow the development of 
collateral coronary vessels and thus avoid 
infarction. Wood (1949) found infarction to 
be less frequent in a small group so treated 
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in comparison with a similar number of 
patients not receiving anticoagulants. 


Arterial occlusion 


Where obstruction is caused by thrombosis 
or embolism, heparin prevents further throm- 
bosis ; eases the pain by relaxing vascular 
spasm and aids recanulation of the vessel, 
(Payling Wright, 1953). Heparin is parti- 
cularly useful in preventing a progressive 
arterial thrombosis and may be continued 
over a period of weeks for this purpose. 
Alternately, it may be substituted by a longer 
acting anticoagulant where a_ localised 
obstruction exists. Following surgical repair 
of an artery, heparin may be given systemi- 
cally or can be applied locally to the vessel and 
injected into its distal portion at operation. 


Long-term anticoagulants 


This form of treatment for cardio-vascular 
disease is limited in this country by inade- 
quate facilities for laboratory control of anti- 
coagulants. We have to look therefore to 
America for such reports. There the drugs 
have been administered over many years to 
patients who are subject to venous and 
arterial thrombosis or arterial embolism from 
a cardiac source. 


Devlin (1958) observed the clinical course 
of rheumatic heart disease with auricular 
fibrillation. Over a period of 1,747 patient- 
months on anticoagulants there were a total 
of 146 thrombo-embolic episodes ; whereas 
for 1,515 patient-months off these drugs 55 
such episodes occurred. Devlin states that 60 
per cent of his patients sustained further 
emboli within one year if treatment was 
withheld. 


Millikan (1958) prescribed heparin and 
ethyl biscoumacetate for periods of six’ to 
twelve months to patients with insufficiency 
of cerebral blood flow. A total of 317 
patients were divided into four categories : 


1. 94 patients with intermittent insuffi- 
ciency of the vertebral-basilar system who 
had transitory attacks of neurological dys- 
function. Recurrent attacks were prevented 
in 94 per cent of these patients. 


2. 107 patients who showed gradually 
increasing signs of insufficiency of this sys- 
tem. The mortality was reduced from 58 per 
cent to 8 per cent. 








129 


3. 85 patients with intermittent signs of 
insufficiency of the internal carotid blood 
flow. Such attacks were stopped in 96 per 
cent of these cases. 


4. 31 patients with manifest signs of 
progressive insufficiency of the carotid sys- 
tem. The incidence of hemiplegia was 
reduced from 35 per cent to 6 per cent. 


Anticoagulants were not given if a com- 
plete neurological lesion had developed ; 
attacks were infrequent or evidence of intra- 
cranial hemorrhage was suspected or proven. 


Fisher (1958) gave anticoagulants to 58 
patients who had cerebral thrombosis due to 
atherosclerosis. He concluded that “ anti- 
coagulants abolish transient ischaemic 
attacks and prevent indefinitely the arrival 
of threatening stroke”. The incidence of 
cerebral hemorrhage was not recorded but 
the impression is that this complication may 
arise quite frequently since some bleeding is 
always seen at post-mortem in the infarcted 
area of the brain even when the patients have 
not received anticoagulants. Initial distinc- 
tion between cerebral thrombosis and 
hemorrhage is also difficult at times. 


Long-term treatment for coronary artery 
disease was begun by Owren in Norway in 
1948. An interesting account of ten years 
experience has been published by Manchester 
(1957). Satisfactory records were obtained 
for 204 patients who had been kept on anti- 
coagulants for one to ten years after an 
initial infarct, and for 200 control. The 
incidence of subsequent infarction was three 
times greater and the mortality rate eight 
times greater in the control than in the 
treated group. Though this treatment greatly 
reduces the risk of recurrent infarction, the 
fact that these continue to occur “ indicates 
the limitations of presently available oral 
anticoagulants ”’. 


Anticoagulant Drugs 
Heparin 


Heparin acts mainly by forming a rever- 
sible combination with thrombin. In addi- 
tion, it inhibits conversion of prothrombin 
to thrombin and antagonises the formation of 
thromboplastin. One mgm. of the Standard 
Preparation contains 130 International Units 
of activity. The commercial barium salt 
contains 100 units per mgm. the preparations 
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being dispensed in 1,000 I.U. (10 mgm), 5,000 
I.U. (50 mgm.) and 25,000 I.U. per ml of 
solution. 10,000 to 15,000 units of heparin 
must be given intravenously every four hours 
to maintain a clotting time in excess of 
fifteen minutes. (Normal 4-7 minutes). The 
injection is usually given through a Gordt’s 
needle or Polythene resident in an arm vein. 
Alternatively, heparin may be given by intra- 
muscular injection when a dose of 25,000 
I.U. is administered twelve hourly. This 
route is not advised because of its tendency 
to cause pain and hemorrhage locally. 
Marks (1954) added O.I. mgm. hyaluronidase 
to each dose to aid absorption and allay 
pain. 


Hemorrhage is the only serious toxic 
effect ascribed to heparin, although tempo- 
rary alopecia has been observed. 4-5 ml of 
1 per cent. (4-50 mgm.) Protamine Sulphate, 
given intravenously will neutralise the effect 
of 10,000 units of heparin. 


Since the oral anticoagulants take 24-48 
hours to act, heparin is given during the first 
day, or preferably two days of treatment. 
The prothrombin time is a guide to the 
required dose of oral drug, but the position 
is complicated somewhat for heparin has a 
similar action on the prothrombin time. This 
test is therefore a rough guide only until 
twelve hours after the last injection of 
heparin. Since the initial loading dose of 
oral anticoagulant is thus given rather 
empirically, it is important to be aware of 
any clinical condition which may exaggerate 
its effects. Enquiry should be made for a 
history of cirrhosis, renal disease, blood 
dyscrasia or peptic ulceration. Severe shock 
with myocardial infarction tends to prolong 
the prothrombin time and salicylates or oral 
antibiotics are best avoided during treatment. 


It is preferable to express the patient’s 
prothrombin time as a percentage of a 
control estimation in a normal patient. This 
latter estimation should be done each day 
and varies little between 13 and 15 seconds. 
Anticoagulants are of little value unless this 
‘* prothrombin level ” lies between 15 and 25 
per cent of normal. Few clinicians seem to 
realise that a level of 50 per cent represents a 
prothrombin time which is little beyond the 
normal value. The daily record book in the 
Pathology Department bears witness to the 
inadequacy of anticoagulant therapy at 
this hospital. 














St. B.H.J. May 1958 


Dicoumarol 


Dicoumarol was the only long-acting drug 
available for six years. Its effects are slow 
to appear (48-72 hours) and to pass off so 
that a cumulative effect tends to occur 
requiring accurate control of the proth- 
rombin level. 


An initial dose of 200 to 300 mg is pre- 
scribed and 25 to 100 mg given to maintain 
its effect. Dicoumarol is used for long term 
therapy in America but the drug is no longer 
included in the British Pharmacopia. 


Ethylbiscoumacetate (Tromexan) 


This drug succeeded dicoumarol since it 
acted more promptly (18-28 hours) on the 
prothrombin level. Its more rapid excre- 
tion, however, produced marked fluctuation 
in the level which was only partially corrected 
by giving the drug three or four times daily. 
Tromexan may produce an urticarial or a 
papular rash and gastro-intestinal upset. An 
initial dose of 1500 to 1800 mg is followed 
by a maintenance dose of 300 to 900 mg 
divided into three doses daily. 


Phenylindanedione (Dindevan). 


An initial dose of 100 to 300 mg of this 
relatively new drug will usually produce a 
prothrombin level of 20 to 25 per cent of 
normal within 48 hours. Thereafter a dose 
varying between 25 and 100 mg, divided into 
two doses daily, will usually maintain the 
required level. This estimation, repeated on 
alternate days, will show little variation. 
Dindevan has therefore a more uniform 
action mitigating the danger of hemorrhage 
Rarely this drug causes an agranulocytosis 
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(Brown 1954) and it has a tendency to pro- 
duce a pink discoloration of the urine; 
sometimes mistaken for haematuria. 


Vitamin K 


This vitamin is essential for the formation 
of prothrombin and Factor 7 in the liver and 
will reverse the action of all coumarin and 
indanedione derivatives. The fat soluble 
vitamin Ki is more effective than the water 
soluble compounds, such as the menaphthone 
salt or “ Synkavit ” and reduces the proth- 
rombin level to safety in 4-5 hours. 


A small hemorrhage will cease on with- 
holding an anticoagulant and the drug 
thereafter may be continued in smaller 
dosage. 


If bleeding is more profuse or the proth- 
rombin time unduly prolonged, two courses 
of action are possible. When it is intended 
that anticoagulants should recommence after 
the control of hemorrhage, 5-15 mg of 
vitamin Ki given intravenously, will suffice 
and this dose will lessen the difficulty of 
restoring a therapeutic prothrombin level. 
If therapy is to be discontinued, a dose of 25- 
50 mg of Vitamin Ki is recommended. 


Conclusion 


Our knowledge relating to the action of the 
oral anticoagulants is very scanty. Unlike 
heparin, they do not delay the clotting time 
and have little effect on the serum lipopro- 
teins. Despite this gap in knowledge, these 
drugs have been accepted for the emergency 
treatment of thrombo-embolic disease. Their 
long term usage is not popular in this 
country but the present M.R.C. enquiry may 
help to clarify this problem. 








131 


St. B.H.J. May 1958 


THE SUBJECTIVE EFFECTS OF CORTISONE 


by M.B. (LOND). 


To EXPERIENCE “subjective” symptoms is 
one thing, but to write an account of them 
is another. For, to be of use, such an account 
must partake of an. “ objective” exercise. 
One’s feelings, experienced from within, must 
so to speak be viewed from without, and a 
certain judgment exercised in producing the 
written record. In describing the effects of 
a drug, for instance, it is of little use to 
engage in a detailed description of all one’s 
feelings during its administration, for many 
of these may be “ natural” to one or due to 
causes other than the drug. One has to think 
back to the status quo ante and try to decide 
what are the new features in the case, to 
what degree previous feelings have been in- 
creased or diminished, and what, in the 
changing patterns of normal life, may reason- 
ably be accepted as “effects” of the drug 
and not the mere fortuitous changes which 
would have occurred in the ordinary ups and 
downs of life. There is, too, a danger of 
over-dramatising and even of drawing on the 
imagination in order to produce a “good 
picture.” All this is especially difficult when 
one is dealing with questions of mood—one 
of. the outstanding effects of cortisone 
therapy. 


It is with these thoughts in mind that the 
following account, written during the fourth 
week of continuous cortisone treatment, has 
been made. The writer is a man aged 55, 
with a long-standing pleural effusion, who 
has been receiving 10 mg. of Prednisolone 
by mouth four times a day for nearly four 
weeks (40 mg. daily). The effects noted are 
given in what appears to the writer to be 
their order of importance or impressiveness. 
It must be emphasised at the outset, how- 
ever, that a quite definite improvement in 
general condition had commenced three days 
before starting (or knowing that he would 
start) cortisone. How long this initial better- 
ment would have lasted on its own one can- 


not say, but the writer feels sure that some 
at least of the improvement in mood and 
appetite must be attributed. to this 
occurrence. 


The Effect on Mood in the form of 
Euphoria seemed very definite and appeared 
quite early in treatment. It is a sensation of 
well-being and elevation of spirits which is 
most marked in the morning. One seemed 
to wake up each day in Sunny Oklahoma 
to the strains of “Oh, what a wonderful 
morning, oh, what a beautiful day!” During 
breakfast a feeling that one could “ knock 
down the world” seemed to express the 
idea best (the words were quoted thus to 
several people)—“knock it down,” not 
through animosity but because of one’s joie 
de vivre. The coming day, even though spent 
in bed, looked attractively rosy, and one felt 
there was not really time enough to do all 
that one wanted to do. Things looked more 
important than before and the day seemed 
fully occupied. One felt more lively (and 
was told one was more lively) and at the 
same time one did not tend to get weary or 
tired as before. One must not impute all 
this euphoria to cortisone. The above- 
mentioned initial improvement in the general 
condition, the excellent hospital attention, 
and the fact that spring was almost in the air 
(it was mid-February) all contributed, no 
doubt, but were not in the writer’s opinion 
sufficient to account for this unusual exuber- 
ance of spirits without a big “ boost” from 
cortisone. 


The mind seemed to be more on the move 
than before. It is doubtful if it was any 
clearer in thinking power, for tross-word 
puzzles, for instance, were no easier than 
before the drug. But it kept active with 
a curious compulsion at times which caused 
one to interrupt one’s meal or one’s attempt 
to sleep in order to make an immediate note 
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of some thought which in the ordinary way 
would have bided one’s time. In the same 
way this “ mental mobility ” was adverse to 
contemplation or reverie—cortisone does not 
appear to be the drug for the contemplative! 
—and a previous tendency to forty winks in 
the afternoon disappeared. One felt that, 





ONE SEEMED TO WAKE EACH DAY IN SUNNY 
OKLAHOMA...... 


iF 


with a very excitable temperament to start 
with, or a larger dose to go on with, it would 
not be difficult to become slightly manic! 
But this continuous mental activity did not 
result in worry. Emphasis seemed to be on 
the present, rather to the exclusion of the 
past and future. Omar’s “ Unborn Tomorrow 
and dead Yesterday, why fret about them if 
Today be sweet,” expressed this attitude well. 


Self-criticism was less marked, and indeed 
one really felt rather pleased with one’s little 
efforts. The letter written was rather a good 
one, one’s powers of expression were quite 
apt at times, and if one anticipated doing 
some small job, it would be well done. Even 
shaving was really better than usual! In this 
way self-approval enhanced the general eu- 
phoria. Whether these performances were 
better accomplished than they would have 
been without cortisone is for the outsider to 
judge, but they were certainly performed with 
more elation, more sense of urgency, and 
more self-approval than before. “To see 
ourselves as others see us” was not one of 
the troubles of the day. Perhaps, too, one 
was less critical of others and felt more genial 
towards one and all. It seemed that one 
was slightly less conscious of, and more 
tolerant towards, one’s symptoms (in this 
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case chiefly dyspnoea) than before—no doubt 
a result of the euphoria. 


What was one’s prior mood, before start- 
ing cortisone? This is a difficult question to 
answer, but generally speaking it would seem 
that the drug exaggerated one’s previous 
characteristics rather than producing quite 
new features. In other words, the change 
produced by Prednisilone was one of degree 
rather than one of kind, and the character- 
istics thus exaggerated were chiefly those of 
elevation of mood, activity (rather than 
acuity) of mind, self-assurance and bon- 
homie. Other features of one’s personality 
were not altered. Probably, however, an out- 
side observer would be a better judge of this 
than the subject himself, especially since his 
present “cortisoned” state might impair 
his insight. 


The Effect on Appetite was quite marked 
and appeared early. All kinds of food 
seemed to be relished and it was astonishing 
to the individual how quickly and thoroughly 
his eating powers returned. Sometimes there 
would be short periods in which there was 
an almost overpowering and insatiate urge to 
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EVEN SHAVING WAS BETTER 


keep on eating, and anything at hand, fruit, 
nuts, sweets, biscuits, would be devoured for 
a short space of time. These little episodes 
of “gluttony” were not frequent, but almost 
always occurred in the early evening. 
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The Effect on Circulation took the form 
of a warm glow noticed in the skin quite 
early on. Although it was winter, the cold 
was felt hardly at all. So marked was this 
warmth that one commented on it to others. 
It was a pleasant feeling, unassociated with 
any obvious flushing or extra sweating, and 
one tended to need less clothes than before. 


The Effect on Sleep was noticed on the 
first night. For perhaps the first week there 
was a quite unusually long bout of initial 
insomnia, keeping one awake until about 
1.30 a.m., without any intermediate naps. 
After 1.30 a.m. sleep was fairly good. Fol- 
lowing this first week or so, there was a sur- 
prising change for two nights to a long 
terminal insomnia. In this, sleep came fairly 
normally about 10 p.m. and continued more 
or less till about 3 a.m.; and thereafter one 
remained awake. There seemed to be no 
obvious reason for this remarkable 
switch from initial to terminal insomnia, but 
after the two nights of the latter, the sleep 
programme gradually became more like the 
state of affairs before Cortisone, with a reas- 
onably normal quota of sleep each night 
(and occasionally an even better quota later 
on in the treatment). However, as the sleep 
habit before commencing the drug was 
irregular and of no absolutely fixed pattern, 
it is difficult to draw conclusions for these 
later days, especially since “orthodox” 
aroused stimuli, particularly noises, were 
often irregular but fairly frequent occur- 
rences. How much the insomnia of the 
early days was due to the drug and how 
much was due to anticipation of sleep dis- 
turbance is difficult to assess. 


It was most interesting to notice that this 
insomnia, short or prolonged, was associ- 
ated. with the general euphoria noticed dur- 
ing the daytime. Instead of the usual rather 
fretful annoyance and frustration at being 
unable to sleep in the night, there was a feel- 
ing that “this is really quite pleasant lying 
here, it doesn’t matter about getting off to 
sleep.” The mind was at first rather active, 
but later in the insomnia was less so, but the 
night’s wakefulness was not annoying in any 
way. The result was that there was no 
“ hang-over,” sleepiness or depression in the 
morning. Although the hours of sleep had 
been curtailed, the insomnia was not stress- 
ful and seemed to have no ill effects—one 
felt as if one had had a “ good ” night. 
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One night the initial insomnia was associ- 
ated with the curious mental activity of mak- 
ing aphorisms and such was the compulsion 
(mentioned above) connected with some of 
these that, with the thought “that’s a good 
one, it won’t do to forget that!” the light 
was turned on and an immediate note of 
the aphorism was made. This odd compul- 
sive behaviour happened once only, but the 
night nurse was surprised to find a patient 
busily writing down a sudden brain-wave in 
the middle of the night! Of these aphor- 
isms, perhaps “Closed eyes may still be 
awake” has a slight flavour of Cortisone 
alertness about it. (Incidentally, during this 
drug treatment one seemed particularly keen 
to produce short, pithy sentences). 
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EXCELLENT 


The Effect on the face was noticed after 
perhaps ten days of Prednisilone, when one 
became conscious of some difference of sen- 
sation in shaving. One felt that there was 
a “fattening” of the area just below and 
anterior to the ears (the anterior parotid 
area) which made shaving easier. Instead 
of the razor dipping into a slight hollow 
here it rode easily over a slight eminence. 
Later on, the swelling was clearly seen in the 
mirror when shaving, as well as being felt. 
One also noticed an improvement in one’s 
appearance of health, and that one was gen- 
erally putting on a little flesh. There was 
no “ pitting” felt anywhere on the body to 
suggest that oedema was present. 


The Effect on Inflammation seemed to be 
shown by a trivial boil on the nose which 
was found to persist for a long time and 
even slowly to progress. This was surprising, 











St. B.H.J. May 1958 


_as one had occasionally had similar small 
lesions in the past, and these had always 
healed quickly without treatment. The in- 
flammation slowly “ smouldered ” for about 
two weeks and produced an odd little crop 
of “ carbunculous ” pustules, without, how- 
ever, any serious symptoms. It was then 
treated with Tetracycline. 


Other Effects noted were mild polyuria, 
both by day and night, but without any 
associated polydypsia. Digestion seemed to 
be improved, as occasional flatulent dyspep- 
sia which occurred occasionally before the 
Cortisone was started was not noticed after 
commencing the drug. There was no obvious 
alteration in bowel habit. 





HOSPITAL ATTENTION 


It must be emphasised that this record is 
the account of only one patient, with one 
type of personality, and that he knew some- 
thing of what to expect (in the way of euph- 
oria, appetite, facial changes and modifica- 
tion of inflammatory response) before 
starting treatment. No doubt a more accurate 
account, without tendency to bias, would be 
forthcoming from one who had no know- 
ledge of the effects which were to be 
expected. Moreover, as stated above, a 
general improvement had commenced three 
days prior to Cortisone, and some of the 
euphoria, increased appetite and so forth, 
Should be attributed to this. 


Nevertheless, the writer feels convinced 
that Prednisilone was at any rate partly 
responsible for definite elation of mood, 
mental activity, improved appetite, “ glow- 
ing” skin and facial change. Finally, for 
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what it is worth, this is a paper that was 
actually written whilst still “ under the influ- 
ence ” of the drug, so that perhaps it is wise 
for the reader to “take it all with a grain 
of Cortisone ”! 


Summary 


An account of the subjective effects of 
Cortisone is given by a patient during the 
fourth week of Prednisilone treatment. 


The most outstanding effects were those 
on mood. Euphoria was marked and asso- 
ciated with mental over-activity and a 
tendency to compulsions and diminished 
self-criticism. These effects, it is thought, 
were more in the nature of an exaggeration 
of previous characteristics rather than the 
production of completely new features. In- 
somnia was marked at first but was euphoric 
and not debilitating. Worry and symptom- 
sensitivity were diminished. 


Improved appetite was very obvious, as 
also was a warm glow in the skin. Other 
effects noted were an alteration in facial 
contour, delayed resolution of a mild inflam- 
mation and perhaps polyuria. 


Reasons are given for exercising caution 
in assessing the value of these subjective 
findings. 


The writer is indebted to Dr. R. Bodley 
Scott, under whose care the drug was admin- 
istered and who suggested the writing of this 
paper. 


Postscript 


Since writing the above the disappearance 
of euphoria which followed the gradual 
withdrawal of the Cortisone was quite defi- 
nite. Thus, with only 30 mg. daily (6 weeks 
from commencement of the drug) elation 
lessened and the first “forty winks” re- 
occurred, and with 274 mg. (8 weeks) 
euphoria was almost nil and was indeed 
occasionally replaced by an unnatural de- 
pression. With 224 mg. (10 weeks) mood 
and mental activity were normal again, 
perhaps even sub-normal and less resilient 
than before Cortisone. Appetite altered 
similarly. 
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ROBERT LISTON 


by M. J. L. PATTERSON 


Rosert Liston, although nearly forgotten 
by the medical profession, deserves a place 
amongst those pioneers who changed the his- 
tory of mankind. This influence was both 
direct and indirect, for his unknowing effect 
on Lister was to alter the whole field of opera- 
tive surgery; and this is perhaps a most 
curious, and satisfactory, coincidence, since 
Liston was pre-eminently a _ practical 
surgeon. Joseph Jackson Lister was a 
Quaker and the son of a brilliant father 
who had developed the achromatic con- 
denser which is still used on modern micro- 
scopes for which he was elected F.R.S. His 
son Joseph was in no way interested in 
medicine when he went in 1843 to Univer- 
sity College, but at the end of 1846 he man- 
aged to be present at the first operation 
performed under an anaesthetic in Europe, 
and the surgeon was Liston. Lister was 
completely overcome with the importance of 
the event which he had just witnessed, and 
then decided to study medicine, which deci- 
sion was just as important an event in the 
history of surgery and of mankind as the 
development of anaesthesia with all its con- 
comitant advantages. Anaesthesia itself did 
nothing to prevent the patients dying, al- 
though it made their cross easier to bear, 
for the angel of death marked all these un- 
happy people with the scourge of sepsis ; 
it was this which Lister attacked and con- 
quered. 


The second reason for an interest in 
Liston is that he marked an end of an age. 
Before the advent of anaesthesia the surgeon 
had perforce to be both knowledgeable with 
regard to anatomy and dexterous with re- 
gard to surgery. The art of surgery was, as 
Liston himself maintained, to be found in the 
rapidity of the operation, for the patient 
could bear so much and no more. In his 
manual on Practical Surgery, Liston held 
that a limb can be amputated in three move- 
ments, cutting through the soft tissues anteri- 
orly and posteriorly being two, and the saw- 
ing of the bone making a third and he, 
Liston, reckoned that anyone taking longer 


than forty seconds was wasting time. Liston 
combined both these requirements, i.e., 
knowledge and dexterity, admirably, and no 
surgeon since has come up to his criterion. 
This is not meant as a condemnation of our 
surgeons, but with the advance in anaes- 
thesia, asepsis, and chemotherapy, there has 
been no need for the expertise that Liston 
took such pains to acquire, for in his day 
successful and rapid surgery necessitated a 
more searching and profound knowledge of 
the part whereas time can be spent in the 
operating theatre carefully exploring the 
field before any irretraceable step is taken. 


Now let us take a look at what sort of 
man this was. Robert was the eldest son of 
Henry and Margaret Liston and was born at 
the Manse at Ecclesmachon in Linlithgow- 
shire. His mother was the daughter of the 
Town Clerk at Culross ; his father, besides 
his religious calling, was very mechanically 
minded and invented the Euharmonic organ. 
This organ could produce diatonic scales in 
perfect order and, although very well re- 
ceived, it was never a great success. Robert’s 
younger brother David and he both received 
their education in the main part from their 
parents, although Robert did go to a school 
at Abercorn for a time. Both the boys went 
off to Edinburgh University and David 
eventually became the Professor of Oriental 
Languages. Robert himself also went to 
study languages and at the end of his second 
term he won a prize for Latin poetry. How- 
ever, the classics failed to hold his affections 
and, in 1810, he became assistant to Dr. 
John Barclay, who was then the Extra- 
academic lecturer in anatomy and physio- 
logy. Liston remained with John Barclay 
for five years, first as his assistant and then 
as his prosector. At the same time as he 
worked for Barclay in 1814 he obtained the 
position of surgeon’s clerk, or house surgeon 
in modern parlance, to, in the first place, 
George Bell and then to Dr. Gillespie. He 
held these clinical appointments for two 
years up till 1816. It is interesting to note 
that at this time one could hold such posi- 
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tions without being qualified, for Liston only 
obtained his M.R.C.S. at the very end of 
1816 and presumably it was very much on 
the principle of being elected to a club, for 
he had acquired two very distinguished men 
to act as proposer and seconder to his 
nomination. 


In 1816, Liston decided that Edinburgh 
had offered him as much as it could at this 
stage in his career, and he determined to 
come to London for further instruction. He 
therefore arranged to work at the London 
Hospital for the Blizzard brothers, but in 
fact his main object was to hear Abernethy’s 
lectures at this hospital, so in this much 
Bart’s was Liston’s alma mater. He re- 
mained in London for two years, after which 
he returned to Edinburgh and started to 
teach anatomy on his own account with his 
cousin James Syme as his demonstrator. 
Syme was to play a large part in shaping 
Liston’s life, although neither he nor Liston 
realised this in the halcyon days of their 
early association, and in truth there was no 
reason why they should. 


James Syme, like Liston, had studied 
under John Barclay during the time that 
his cousin was a demonstrator, so there was 
a strong bond between the two although 
since Syme’s father was a Writer to the 
Signet, there had been little interchange at 
family level before since the Symes were soci- 
ally superior to the provincial Liston family. 


Also in 1818 Liston was admitted a Fellow 
of the Edinburgh College of Surgeons after 
presenting the treatise “Strictures of the 
urethra and some of their consequences ” in 
which he described a new type of urethral 
bougie which was for many years the one in 
popular use and presumably can still be 
obtained and may even be currently used by 
some surgeons. During the next ten years 
he and Syme established a great reputation 
as teachers of anatomy, and Liston himself 
became a highly successful surgeon. How- 
ever, these ten years were not without their 
trials and tribulations, for he spent a con- 
siderable time quarrelling with the Gover- 
nors of the Royal Infirmary on professional 
matters. These persistent quarrels and the 
bad feeling which they engendered culmin- 
ated with Liston being expelled from the 
Royal Infirmary in 1822. The main reason 
for his disagreement with the Infirmary was 
his persistent practice of operating upon 
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patients discharged from that Hospital as 
hopeless, and operating successfully. This 
was interpreted by the authorities as impu- 
dence and they trumped up an accusation of 
his deliberately enticing the patients from 
the Hospital. 


For five years he was denied any facilities 
in this Hospital, but in 1827, owing to the 
influence of his friends, he was re-instated 
as surgeon and a year later as operating 
surgeon. 


At the end of this year (1828) Liston 
applied for the chair in Clinical Surgery, but 
since he expressed himself as unwilling to 
pay the retiring professor a pension of £300 
a year, his application was refused, and his 
assistant James Syme was appointed over his 
head. This provoked great bitterness be- 
tween the two friends, and it was ten years 
before this misunderstanding was put right. 


Immediately after his rejection in Edin- 
burgh and his quarrel with Syme, his prac- 
tice fell off and he considered emigrating to 
the U.S.A., but with the fortuitous death of 
Sir Anthony Carlisle he was elected to the 
Council of the College of Surgeons and his 
fortunes changed. 


Meanwhile, in London a new hospital was 
proposed and, on November Ist, 1834, Uni- 
versity College Hospital was opened and 
Robert Liston was its first Professor of 
Surgery. 

Liston was an unprepossessing teacher and 
found himself unable to express his thoughts 
in writing, therefore we know very little of 
his methods first hand. He pioneered the 
use of simple water dressings and was utterly 
opposed to poultices, plasters and ointments, 
which were the usual methods of treating any 
open lesion. Also he was scrupulously clean 
with his instruments, and in himself, which 
again was by no means the general habit of 
the time. Nonetheless, Liston’s amputations 
had a mortality of 15 per cent., but even this 
compared very favourably with our own Sir 
James Paget, whose figures were a death rate 
of 27 per cent. for amputations done in cases 
of fracture and of 31 per cent. where there 
was any morbid pathology. 


A considerable part of Liston’s operative 
facility was due to his immense strength, for 
he stood six feet two inches high and was a 
keen sportsman, riding regularly to hounds 
and sailing his yacht which he kept on the 
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lower reaches of the Thames. As a man, 
and particularly as a surgeon, he was very 
vain, and he regularly invited his audience to 
time the duration of his operations. 


In his private life he kept an excellent 
cellar and a hospitable house. The quality 
of his wine could be judged by the fact that 
Lord Palmerston paid 3 guineas for a bottle 
of this wine after Liston’s death. 


Once again Liston showed that he was en- 
tirely unable to remain on amiable terms 
with his colleagues at the hospital since he, 
Quain and Cooper disagreed continually with 
Tod Tompson and Elliotson, the senior phy- 
sician. He was renowned for being intolerant 
of those who opposed him and of being 
coarse and rude to those below him. It is, 
however, to his credit that notwithstanding 
he was a very generous man and, by the time 
of his death, he had attempted to patch up 
all his quarrels and for the most part suc- 
ceeded. 


Liston’s great rapidity at operations some- 
times led him into disastrous situations when, 
for example, he opened an aneurysm in mis- 
take for an abscess or when he operated 
upon an entirely inoperable tumour owing to 
his misinterpreting the physical signs. Liston 
was not by any means infallible in his clinical 
acumen, and there was a remarkable occa- 
sion when he and his houseman openly dis- 
agreed as to whether a swelling in a child’s 
neck was pulsatile or not, Liston maintaining 
strongly that it was not. 


In order to prove his point, he plunged a 
knife into the tumour and was surprised 
when arterial blood issued forth. It is per- 
haps strange that he should then later pub- 
lish a report of this case taking much credit 
for its conduct. 


He made many fine clinical observations, 
but unfortunately for him, and for posterity, 
he was unable to make the right deductions, 
for example in the case of the boy with the 
swelling in the neck, he noticed what we now 
know to be a Horner’s syndrone, but he 
failed to appreciate its importance. Again, 
he noticed and recorded the healing of one 
of his amputation wounds by primary inten- 
tion, but once more its significance escaped 
him. In 1841, he was elected F.R.S., and 
this was followed by publication of a paper 
on false aneurysms including in this series of 
nine cases that of the ill-fated boy with the 
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comment, “ There is often more of instruc- 
tiveness in an unfortunate case than in a 
fortunate one.” Four of the cases were his 
own and five were provided by other sur- 
geons. Syme sent one from Edinburgh, thus 
proving entirely their friendship to be re- 
established ; others came from Quain, Du- 
puytren, Sir James MacGreggor and Sir 
William Fergusson. This quartet included 
some of the most famous surgeons of the 
time. Fergusson was a student of Knox in 
Edinburgh, having changed from Law to 
Medicine. This Knox was the Scottish sur- 
geon who became famous for his association 
with Burke and Hare, the resurrection men 
who were afterwards convicted and hanged. 
Liston himself was not above occasionally 
embarking upon grave-robbing expeditions, 
whilst he was teaching anatomy. Fergusson 
became a famous surgeon and skilled anato- 
mist at King’s College Hospital, and he 
eventually died of Bright’s disease in his 69th 
year. Dupuytren was at the top of his pro- 
fession in France, while Quain, with 
MacGreggor, were two well-respected sur- 
geons in London at this time. 


It is strange that Liston should have been 
so pre-occupied with aneurysmal surgery 
since he was ultimately to die of an aneurysm 
himself. 


About this time he perfected an operation 
for removing tumours from both the maxilla 
and the mandible ; he also was performing 
radical mastectomies in four minutes. In 
1843 he was elected a Fellow of the College 
of Surgeons in London and was one of the 
original 300 fellows of this College. 


At the end of this year he published a case 
describing his successful operation upon a 
subclavian aneurysm and the details of this 
case are interesting since they show the com- 
petence of Liston as a surgeon and the enor- 
mous trouble which he was prepared to put 
into equipping himself before any operation. 


The patient was a coachman named Alex- 
ander Gibson with a small pulsatile swelling 
the size of a lemon at the root of the neck. 
This swelling could be reached by firm pres- 
sure and controlled by compressing the sub- 
clavian artery proximal to the-lump. The 
tumour was very painful and the patient was 
reaching a parlous condition. The onset of 
his troubles was ascribed to a fall some 
months before, and he had been treated by 
many different methods before coming under 
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Liston’s care, but the tumour gradually in- 
creased in size. The technical details of the 
operation which Liston performed are accu- 
rately described in their minute and are as 
follows : — 


An incision was made over the swelling 
and above the clavicle and another incision 
made in line with the lower third of the 
sterno-cleido-mastoid muscle down to the 
first incision. The flaps were then carefully 
dissected back, and whilst all the arteries 
were ligated, the veins were left free to 
bleed. A ligature was threaded through an 
instrument which closely resembled our mod- 
ern aneurysm needle, and was looped in 
effect under one of the trunks of the brachial- 
plexus. This accident was used as a 
means of retracting the soft tissues and the 
artery was carefully dissected out above the 
first rib and between the scaleni muscles. On 
reaching the artery he carefully divided sca- 
lenus anticus and ligated the artery proximal 
to the aneurysm. 


Though Liston had practised ligating the 
subclavian artery for many years on cad- 
avers, this was the first attempt on a live 
patient. 


The man is reported to have borne the 
Operation with great courage, and there was 
but slight post-operative constitutional upset 
until the fifth day, when there was a massive 
haemorrhage which necessitated a further 
operation. This revealed the bleeding point 
to be the untied end of the external jugular 
vein, which was stopped by manual compres- 
sion. The tumour diminished in size and 
the pulse at the wrist reappeared after three 
weeks. The patient made a complete 
recovery. 


Liston’s comment on this operation was 
this: “ The details of this case must, I doubt 
not, be interesting as being the only success- 
ful one out of a considerable number oper- 
ated upon in Great Britain. The success 
met with will, I hope, encourage others to 
repeat it, and many patients may they thus 
save from an inevitable and dreadful death.” 


Meanwhile, in America, Wells had dis- 
covered some of the properties of nitrous 
oxide which he was using in his dental 
practice, and this had provoked great activity 
to discover other anaesthetic agents. Morton 
with Jackson investigated the effects of ether, 
again by coincidence in their dental practice ; 
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and with this the anaesthetic age had really 
begun. 


On November 23rd, 1846, Frederick 
Churchill, a butler, was admitted to Univer- 
sity College Hospital under Liston’s care. He 
had developed a discharging sinus as the re- 
sult of a fall and had probably acquired a 
staphylococcal osteomyelitis. At any rate, 
he had a very severe septic arthritis. Liston 
probed the sinus and decided that various 
sequestra were the cause of the constant dis- 
charge. In spite of Liston’s great care with 
regard to the cleanliness of his instruments, 
Churchill soon developed a fever and rigors, 
and examination proved this to be due to 
patchy pneumonia consequent upon a severe 
septicaemia. Since Churchill was a weak 
and timorous man, and certain to loose his 
leg in any case, Liston determined to use him 
a3 a guinea-pig on which to try this strange 
new American nonsense. 


On December 19th, Liston visited Dr. 
Williams Squire and told him of the great 
news from America which Dr. Boott had re- 
ceived from Dr. Bigelow Senior, of Boston. 
This news was that on October 16th of that 
year an amputation had been carried out en- 
tirely painlessly under the influence of ether, 
vaporised on a sponge and inhaled from a 
glass vessel. Liston and Squire, who was a 
nephew of the famous Oxford Street chemist, 
Peter Squire, decided to attempt to repeat 
the American success on Churchill in two 
days time. It was, however, necessary that 
Squire should obtain some slight experience 
in the use of ether as an inhalation anesthetic 
before embarking on this hazardous opera- 
tion, so it was arranged that Peter Squire 
should provide the ether and that they both 
should attend at a dental extraction which 
Mr. Robinson of Gower Street proposed to 
carry out on that same day. Squire success- 
fully anaesthetised his first victim, the extrac- 
tion carried out to everybody’s satisfaction, 
and all was set for the following Monday. 
On the afternoon of December 21st, history 
was made by Liston and Squire in London’s 
newest hospital, which was then twelve years 
old. At 2 o’clock Squire arrived and carried 
out a preliminary trial for his own experience 
and for the benefit of the onlookers, amongst 
them being Lister. The volunteer for this 
experiment was Shelldrake, the theatre por- 
ter, who was a large, burly and plethoric man 
which choice was, perhaps, unfortunate for 
Squire, since in his first public demonstra- 
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tion he failed to get the subject lower than 
the second stage of anaesthesia, i.e., that of 
excitement, and Shelldrake leapt from the 
table and fled through the watching crowd 
from the theatre screaming oaths and invec- 
tive against all those who attempted to 
restrain him. 


After this somewhat chaotic overture to 
the afternoon’s performance, Liston 
appeared, and the patient was brought to the 
theatre by the now subdued Shelldrake. 
However, their experience immediately 
before had placed the authorities on their 
guard and Squire did not begin the anaes- 
thetic without two large students standing by 
to resist any untoward activity on the part of 
the patient. Liston’s opening remark to the 
assembled gathering was “ We are going to 
“try a Yankee dodge for making men insen- 
sible,” with which the operation commenced, 
and after twenty-five seconds the leg fell to 
the sawdust. During the operation Churchill 
was only rendered semi-conscious, for he 
answered questions put to him quite ration- 
ally. “This Yankee dodge beats mesmerism 
hollow,” was Liston’s parting quip. 


That night Liston went to dinner with two 
ladies and took his house surgeon, William 
Cadge, with him. Being full of his success 
and experience of the afternoon, he insisted 
on anaesthetising Cadge on the dining-room 
table, much to the consternation of his host- 
esses, who really thought that Cadge would 
succumb. Within six months, the age of 
operating without an anaesthetic had gone 
for ever, and not one solitary voice was 
raised in protest at its passing. Simpson, by 
now, was experimenting with the halogen- 
substituted paraffins, and chloroform was 
soon discovered and brought into general 
use. 


Liston was at the height of his profession 
and the crowning point of his career. He 
had been lionised by his colleagues and had 
received the approbation of the profession as 
a whole. However, in the early part of the 
next year, the boom of his yacht struck him 
a severe blow on his chest which, seemingly, 
had no ill effects at the time. By the begin- 
ning of the summer Liston complained of 
feeling constricted at the top of his wind- 
pipe. There was also a sense of choking 
when he leant forward or stooped, and this 
sensation was most clearly manifest when he 
drank the last remaining drops in his wine 
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glass. This dysphagia was particularly dis- 
tressing to Liston, since he was proud of 
his good health, and respected and enjoyed 
his glass of wine which was, as we have 
already heard, some of the best in London. 
Along with these other symptoms he had 
developed a cough that was harsh and grat- 
ing and entirely unreproductive except with 
a very small amount of mucoid sputum after 
considerable expectorative endeavour. 


Nonetheless, he still lived generously and 
indulged in his usual strenuous outside acti- 
vities, that is, his hunting his sailing and his 
early morning walk. 


Whilst in his own home one day in July, 
examining patients, his mouth suddenly filled 
with fluid which caused him to hurriedly 
withdraw to his dressing-room. Here he 
produced a haemoptysis of some 30 ounces 
of blood and, weak with the loss of blood, 
he fainted. The haemorrhage eventually 
ceased and he sent, in the first place, for 
his colleague Dr. C. J. B Williams of Caven- 
dish Square, who was away in the country 
at this time, and hence two other physicians 
were called in to discover the cause of this 
dramatic and somewhat sinister attack. Un- 
fortunately neither Dr. Forbes nor Dr. Wat- 
son could determine the nature of the lesion, 
although Liston, himself, hinted that it might 
be an aneurysm. 


After his recovery from this haemorrhage, 
for which he was treated by cupping, dieting 
and a limitation of exercise, he was much 
improved and refused to tolerate any restric- 
tion upon his social, professional or pleasur- 
able life. 


After three months the cough returned, 
and accompanying it this time was the pro- 
duction of scanty amounts of rusty sputum 
with increasingly frequents bouts of dysp- 
noea. This was once more treated by a 
course of blood-letting and diet, and by Nov- 
ember 28th he was once more about his 
professional life, and could not be prevented 
from making his visits on horseback. Some 
two days later, whilst at the house of a 
patient, he was seized with a sudden attack 
of what appeared to be spasmodic asthma, 
which disappeared immediately he returned 
to his own home. From this time, until his 
death, he had a severe degree of orthopnoea 
which was quite unmitigated. On December 
2nd, the attacks were becoming more fre- 
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quent and he inhaled chloroform with no 
effect ; there was, however, no pain or gen- 
eral disturbance as a result of his condition. 
The next day there appeared to be less dysp- 
noea and he gained great relief from opium. 
The physical signs in his chest at this time, 
as Drs. Watson and Forbes elicited them, 
were those of a mechanical obstruction to 
the trachea, i.e., a harsh and prolonged in- 
spiratory sound. On December 4th his con- 
dition worsened, he had an increased diffi- 
culty in deglutination and more frequent 
bouts of coughing. There was more bleeding 
with the production of 20 ounces of blood 
and a concomitant rise in pulse rate. Over 
the next two days his condition rapidly dete- 
riorated and on December 7th at 10.30 p.m. 
he died after a paroxysm of dyspnoea. 


A post-mortem examination was carried 
out some thirty-six hours after his death in 
the presence of Sir James Brodie, Drs. 
Watson, Forbes and Latham and Mr. John 
Dalrymple, Mr. William Cadge, Liston’s 
house surgeon, acting as pathologist. The 
lungs were found to be slightly congested 
and collapsed, but were otherwise healthy. 
The pericardium contained one ounce of 
clear yellow serum and the heart appeared 
heathy, apart from atheromatous plaques on 
the mitral and aortic valve cusps. On ex- 
amination of the aorta a large aneurysm the 
size of an orange flattened from before back- 
wards was pressing on the trachea. This 
arose from the upper part of the arch, close 
behind the left carotid artery at the origin 
of the innominata, which artery appeared to 
commence in the aneurysmal pouch. There 
was a communication the size of a half- 
crown between the aorta and the sac. The 
aneurysm had also perforated into the 
trachea. 


Liston died on December 7th, in the house 
of Sir William Bowman, the man who first 
described the glomerular capsule in the kid- 
ney and who was also a distinguished ophthal- 
mologist and friend of Florence Nightingale. 
On December 15th Liston’s eldest son, also 
Robert Liston, suddenly died in Edinburgh, 
the whole family being plunged into abject 
misery. 


Liston’s death, although lamented by all 
his profesional colleagues, gave rise to many 
acrimonious disagreements, the first being 
between the physicians who attended him in 
his last illness. Dr. Williams wrote to the 
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Lancet on December 18th, 1847, to justify 
“ physical diagnosis and in justice to him- 
self,” saying that Liston sent for him in July, 
but he was unable to examine the patient 
until three weeks later, when he detected “ A 
marked dullness above the left clavicle and 
scapulae (on strong percussion) ; large tubu- 
lar breath and voice sounds in the same 
space with tubular expiration above and 
over the angle of the right scapula.” 


He (C.W.) had told the patient that there 
was some grave disease inside his chest, 
although the precise nature was undeter- 
mined. The differential diagnosis was be- 
tween tuberculosis, aneurysm, or a growth, 
and in the absence of pulsation the haemop- 
tysis led him to believe it was tuberculosis. 


He was again called to Liston in Novem- 
ber, and his warnings went unheeded and 
Liston put himself under the care of other 
physicians. Dr. Williams saw the patient no 
more. On December 25th, Dr. Watson wrote 
to the Lancet in his own defence, and coun- 
tered that both Forbes and he had elicited 
adequate physical signs, Cadge’s report to 
the Lancet on December 11th being “ brief 
and in some respects imperfect.” 


The correspondence continued with Dr. 
Williams maintaining his point, but apologis- 
ing for any injustice to the other physicians. 
This apology was subsequently accepted. 


The second unpopular consequence was 
the appointment of Syme, Liston’s one-time 
rival but later regained friend, to the chair 
of Surgery at University College Hospital, 
but owing to the outcry at his appointment 
he only stayed in London for a few months, 
returning once more to Edinburgh. 


A fund was opened to endow a scholarship 
at U.C.H. in memory of Liston and £700 
was quickly collected; amongst the dona- 
tions being 50 guineas each from the Mar- 
quis of Anglesey, the Earl of Chesterfield 
and the Duke of Buecleuch. A fitting vale- 
dictory was made to Liston at the annual 
distribution of prizes held at that hospital in 
May, 1848. Lord Brougham paid tribute to 
Liston’s death, saying “ Whose merits were 
only half known to the world. He was only 
considered as the first surgeon of the age, 
but his other merits should be considered ; 
his unbounded charity to the poor, as well as 
his general skill and profound knowledge of 
every branch of pathological and medical 
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science connected with surgery, a knowledge 
not surpassed by any surgeon of the age. 
To comprehend all his merits he should be 
also known as a man of liberal feelings on 
questions of civil and religious liberty and, 
what was more, he should be known as a 
strictly upright and honest man (Cheers). 
That College and Hospital, society and the 
community at large, has reason to deplore 
the loss of one of the greatest men who ever 
professed the healing art; who know 
when and how to operate, and who never 
had recourse to the knife until every other 
means consistent with safety had been tried 
and failed.” 

Liston made no great contributions to the 
medical literature of the time for he only 
published two works—one “The Elements 
of Surgery,” was published in two volumes 
in 1831 and 1832, and the second book was 
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his “ Practical Surgery,” published in 1857, 
which ran for four editions. He did, how- 
ever, publish numerous pamphlets in many 
of the journals of the day. 


Perhaps the greatest of Liston’s achieve- 
ments was his move towards the simplifica- 
tion of treatment, for before his time the 
physicians and the surgeons allowed them- 
selves to be led blindly by tradition, clinging 
to the remedies of generations. This Liston 
brushed aside, and it was in many ways a 
tragedy that his efforts were drowned in the 
flood of “ anti-sepsis.” 


Liston has a right to his place in the list 
of those who changed the course of medicine 
and even the world. The epitaph to Liston, 
“Ante diem periit, sed non sine gloria,” or 
“His day closed early, but not without 
glory,” is a fitting tribute to a fine man. 





ANKYLOSING SPONDYLITIS 


by M. WILKINSON 


THOUGH a chronic disease of moderate 
frequency, ankylosing spondylitis is not seen 
by medical students as often as one might 
expect, probably because cases tend to 
accumulate in special departments such as 
radiotherapy and rheumatic clinics. 


The following account is based upon a 
study of more than 200 patients and is 
intended to describe the disease, emphasising 
the more important features. No mention will 
be made of aetiology since this is unknown. 


Clinical picture 


The disease occurs four or five times more 
frequently in males than in females and the 
initial symptoms almost invariably occur 
between the ages of 15 and 45 years. A 





history of spondylitis or of rheumatoid 
arthritis in a near relative is given by only a 
minority of patients but may be of diagnostic 
help. 


The first symptoms may be spinal, as in 
most cases, peripheral arthritis, in perhaps 
a fifth of cases, or rarely uveitis. In the 
cases with a spinal onset the disease begins 
very gradually with referred sacro-iliac pain, 
ie. aching or stabbing pains in the buttocks 
radiating to the upper thighs. More rarely 
the pain begins higher up the spine. This 
pain is accompanied by a characteristic 
stiffness which is worse after inactivity and 
is relieved by exercise. For instance, many 
patients have to be helped out of bed in the 
mornings but gradually loosen up with the 
day’s activities. Rare patients seek to avoid 
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these morning agonies by performing physi- 
cal jerks at intervals throughout the night. 








Fig. 1 


These patients with a spinal onset may 
remain undiagnosed for years, often despite 
various medical examinations, perhaps a per- 
iod of military service or even admission to 
hospital. An example of this was a man of 50 
years whose backache began while in the 
army. After two years he was discharged 
(grade A2) and continued to do fairly heavy 
work as a greengrocer though with periodic 
bouts of backache. Eleven years after the 
onset of backache he was admitted to 
hospital for dyspepsia and gastroscoped yet 
his rigid but fairly straight spine remained 
unnoticed for a further year. 


The patients who present with peripheral 
arthritis tend to be younger, in the "teens or 
20’s, and often have a more acute onset. 
Apart from a preference for the joints of 
the lower limbs, the arthritis resembles 
theumatoid arthritis and it is good policy to 
enquire for back symptoms and possibly to 
Xray the sacro-iliac joints of any young male 
with chronic arthritis. The same might also 
be said about young males with uveitis. 


_ Important points in a full physical exam- 
ination include a careful examination of the 
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spine. Loss of the normal lumbar lordosis 
may give the lower spine a flat appearance 
and later an upper thoracic kyphos may be 
added. Spinal movements are usually 
restricted, especially rotation and lateral 
flexion of the thoraco-lumbar spine. Since 
the costo-vertebral joints are often involved, 
the chest expansion should be measured and 
is usually less than two inches. Finally the 
eyes should be examined using the +15D 
ophthalmoscope lens and preferably with the 
pupil dilated. Small dark tags on the front 
of the lens will betray the fact that at some 
stage the iris has been inflamed and adherent 
to the lens. About a quarter of spondylitic 
patients will give a history of uveitis or will 
show evidence of a past attack which may 
or may not have been recognised. 


The course of ankylosing spondylitis is 
unfortunately one of intermittent but almost 
invariable progression and this is well seen 
radiologically. The sacro-iliac joints are 
probably always affected first and certainly 
one cannot diagnose the condition without 





Fig. 2 


radiological erosions of these joints (fig. 1) 
or in the later stages bony ankylosis. Next 
the disease spreads in a more or less ascend- 
ing fashion up the spine to involve the 
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apophyseal joints, the vertebral body mar- 
gins, the edges of the intervertebral discs and 
the costo-vertebral joints. 


The apophyseal joints are eroded and 
eventually ankylose but this is difficult to 
see radiologically except in the cervical 
spine where the slanting apophyseal joints 
show up on the lateral view. Erosions of the 
vertebral body margins (fig. 2) are often 
seen on the lateral view of the lumbar spine 
early in the disease. Later these erosions 
heal, leaving a sclerotic squared corner and 
later still ossification extends out into the 
margin of the intervertebral disc to produce 
the so-called bamboo spine. 


Erosion and later fusion of the upper 
costo-vertebral joints is easily seen on a 
standard chest film. 


Lesions also appear at tendon insertions 
around the pelvis, possibly because of 
abnormal muscle strains involved in moving 
the rigid spine. Early in the disease pelvic 
radiographs may show erosions (fig. 3), rather 
like small bites, of the ischial tuberosities 
and as the years go by these heal, leaving a 
fringe of osseous whiskers (fig. 4). Such 





Fig. 3 


whiskers are also seen along the iliac crests 
and occasionally erosions of the symphysis 
pubis may progress to bony fusion. 


In the late stages of the disease the whole 
spine, ribs and pelvis, including the discs and 
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ligaments may be converted into one block 
of bone. 


Peripheral arthritis, if it is going to occur 
at all, usually does so in the first 10 years 





Fig. 4 


of the disease and apart from its predilection 
for the joints of the lower limbs is indistin- 
guishable radiologically or even histologically 
from rheumatoid arthritis. It should be 
emphasised that peripheral arthritis is very 
frequent in ankylosing spondylitis for fully 
50 per cent of patients show arthritis of the 
root joints, i.e. hips and shoulders, or more 
peripheral joints at some stage in the illness. 
Such cases may show constitutional disturb- 
ances such as mild fever, anorexia and 
weight loss. 


The only other investigation of value is the 
erythrocyte sedimentation rate which is 
usually accelerated during active phases of 
the disease. Thus it is useful for following 
progress but has no diagnostic value. In con- 
trast to its value in rheumatoid arthritis, the 
Rose-Waaler or differential agglutination test 
is invariably negative in ankylosing spondy- 
litis. 


Course of the disease 


Ankylosing spondylitis progresses in 4 
spasmodic manner. Episodes of activity of 
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the disease lasting weeks or months may be 
followed by symptom-free intervals of 
months or years, but it is rare for the disease 
to remit permanently. Eventual ankylosis of 
the spine is usual after a course of several 
years but this is not such a disadvantage as 
it may seem for provided the spine ankyloses 
in a reasonably good position the patient can 
usually continue to do light work. Peripheral 
joint involvement is much more disabling 
especially if as is usual it affects the hips or 
knees. Rarely, recurrent iritis may threaten 
vision. 


Complications 
By far the most important complication is 


uveitis ‘which afflicts about a quarter of 
spondylitics. Other complications are rare. 


The reduced chest expansion is said to 
predispose the spondylitic to chest infections, 
including tuberculosis, though the evidence 
for this is slight. Mild normocytic anaemia 
may occur especially with extensive peri- 
pheral joint involvement. Rarely aortic in- 
competence may develop due to rheumatoid 
involvement of the root of the aorta and 
occasionally rheumatoid granulation tissue 
destroys ligaments and allows subluxation 
between cervical vertebrae with some risk of 
paraplegia. 

Odd associations of ankylosing spondylitis 
are psoriasis and ulverative colitis and some- 
times all three conditions occur together. 
Typical ankylosing spondylitis may also 
occur after Reiter’s disease. 


Treatment 


There is no curative treatment for ankylos- 
ing spondylitis and from the onset it is 
probably wise to accept that a rigid spine will 
eventually result. 


The aims of treatment are then to relieve 
pain and to allow the spine to ankylose in a 
good position. 

Rest in bed should be avoided in purely 
spinal cases. Instead, the patient should 
receive regular exercises to maintain an up- 
right posture and a good chest expansion. 
The patient should learn to sleep on his back 
on a firm mattress at night but mechanical 
supports are now rarely used. 

For the relief of pain, aspirin and codeine 
are the usual remedy and should be pre- 
scribed generously in the hope of tiding the 
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patient over until a natural remission occurs. 
If these prove insufficient phenylbutazone 
may be used but is a toxic drug and the 
maintenance dose should not exceed 400mg. 
daily. If this also fails, radiotherapy may be 
recommended but because the small risk of 
leukaemia after its use is proportional to the 
dosage, the spinal segments should be treated 
once only. Radiotherapy often produces a 
remission, unfortunately temporary, but last- 
ing months or years. During this time the 
back may be painless and the sedimentation 
rate normal but the radiological changes 
usually progress. 


If peripheral joints are involved the prog- 
nosis is much more serious and radiotherapy 
should probably be tried immediately. Here 
there is much less risk of irradiating active 
bone marrow with the late possibility of 
leukaemia so the treatment can be repeated. 
However, radiotherapy is less often effective 
with peripheral arthritis and if it fails one 
may have to consider suppressive treatment 
using steroids either systemically or, in the 
case of the knee joint, locally. 


Finally the patient’s occupation should be 
considered. Whenever possible it is better 
financially for the patient if his own job can 
be modified to suit his illness. Activity in- 
volving walking or even light exertion does 
no harm but heavy physical work usually 
aggravates spondylitis and a change of 
occupation is unavoidable. Work which in- 
volves much stooping over a low bench or 
desk may increase deformity and if possible 
the bench or seat should be adjusted. 


Given a reasonable will power the spondy- 
litic patient can usually earn a living and 
even a wheel chair case, supplied with 
mechanical transport, may be self-supporting 
doing clerical or light bench work. A strik- 
ing illustration of this was a 36-year-old man 
whose spondylitis began at the age of 15 
years and had progressed so that all the 
joints of the spine and lower limbs were an- 
kylosed in a sitting position. This man did 
part-time work as a draughtsman and in his 
spare time travelled long distances around 
the country in the capacity of official of an 
invalids’ club. The journeys were all made in 
a mechanically propelled chair which could 
be partially dismantled to form a light wheel 
chair for indoors. Other unofficial duties in- 
cluded the repair and maintenance of his 
own and fellow club members’ conveyances 
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and from time to time he invented and made 
appliances, usually for attaching to invalid 
chairs. When this patient last attended hos- 
pital these latter activiites had been rewarded 
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by a television interview. 

In conclusion it is rather sad to reflect that 
the above case represents the result of more 
than 20 years’ continuous medical treatment. 





SPORTS NEWS 


VIEWPOINT 


Questionnaires, censorships and popu- 
larity polls appear to be the vogue. The 
staff of this Journal is at present engaged in 
analysing the answers to a questionnaire 
circulated to the students. The Sports Edi- 
tor, not liking to feel out of it, is undertaking 
a small study of his own. It is designed to 
answer such questions as: what percentage 
of students are active sportsmen ; whether 
there is any notable difference in the sport- 
ing interests of Bart’s trained clinical stu- 
dents and those from the ancient Universities, 
etc. The study will be limited to a small, 
and probably not representative, body of 
students, and it is hoped that no one will pay 
too much attention to the results when they 


appear. 


More seriously, the writer would like to 
draw the attention of club officials to the fol- 
lowing facts. The responsibility for seeing 
that regular reports of their clubs’ activities 
appear in the Journal rests with them. Any 
reports received will be published as soon as 
possible. Although making a point of ask- 
ing for them when they are not submitted, 
he does not feel bound to do so, and any 
club not receiving its fair share of publicity 
must consider itself at fault. 


An apology must be made to both readers 
of this Journal and the Atheletics Club for the 
fact that the date of Sports day did not, as 
stated, appear in the April Journal. This was 


due to a confusion for which the Sports 
Editor accepts full responsibility. 


SPORTS CALENDAR 


June 


Wednesday, 4th 
Athletics v. Dulwich College (A). 
Golf v. King’s College at South Herts. 


Thursday, Sth 
Sports Day (heats). 


Saturday, 7th 
Sports Day. 
Tennis v. St. Thomas’ (H). 


Wednesday, 11th 
United Hospitals Athletics Championship 
(heats). 
Golf v. U.C.H. at South Herts. 


Saturday, 14th 
United Hospitals Athletics Championships at 
Motspur Park. 
Tennis v. St. George’s (A). 


Sunday, 15th 
Cricket v. Horlick’s (A). Start 11.30. 


Tuesday, 17th 
Athletics v. Harrow School (A). 


Wednesday, 18th 
Golf v. University College at Stanmore. 


Saturday, 21st “ 
Cricket v. Royal Dental and Charing Cross 
Hospital (H). Start 2.30. 
Tennis v. U.C.H. (A). 


Sunday, 22nd 
Cricket v. O. Cholmeleians (H). Start 11.30. 
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RUGGER 


INTER FIRM SEVEN-A-SIDES 


The last day of the Rugby season at Chisle- 
hurst (a brilliantly sunny, but windy afternoon) 
saw the second-year Pre-clinicals win the Firm 
Seven-a-Sides. 

The earlier rounds resulted in the second time 
clerks having a comparatively easy passage into 
the final. Unfortunately Mike Phillips was injured 
in the semi-final and could not play in the final, 
preferring to save himself for the Middlesex 
Sevens the following Saturday. In the other half 
of the draw, the Second Year Pre-clinicals went 
from strength to strength and by superior fitness 
overcame last year’s winners, now the Finalists. 


The final was fought at a great pace with the 
Pre-clinical Seven scoring early on following a 
delightful scissors between Britz and Stevens who 
then converted his own try. After the interval, 
Mitchell reduced the Pre-clinicals’ lead with a fine 
but unconverted try. It was a fitting reward for 
Ross to score the decisive try for the Pre-clinicals. 
By his fine example of keenness and fitness he had 
urged his side on to a well-deserved victory, the 
first by a Pre-clinical team for seven or eight years. 


The Housemen v. Registrars match resulted in 
another win for the Registrars by eight points to 
five. Perhaps if Mike Hackett had kept his kilt 
on it would have been the inspiration for Mack- 
enzie and his housemen to turn the tables on last 
year’s game. He was however ordered to attire 
himself in something more conventional and Bad- 
ley requested to take his sack dress off. This done, 
the Registrars gave a fine exhibition of handling 
by their three-quarters, who included Picton 
Thomas, Havard and John Griffiths. 


The Registrars scored two good tries, converting 
one of them, these being countered by a try 
under the posts by Edwards. Mr. Cope handled 
the game with great judgment, making sure that 
no one became too tired to enjoy the festivities 
afterwards, which included the traditional Sevens 
Dance and the unusual event of the bar running 
out of draught beer by the time the coachful of 
nurses arrived! 


Easter Tour in South Wales, 1958 


_ With a party of sixteen players, Bart's arrived 
in the Rhondda to play Treorchy in the evening 
of Good Friday, and Tredegar on Easter Monday. 


In the first of their games Bart’s were extremely 
unlucky not to deprive Treorchy of their un- 
beaten home record, for even the local Welsh 
conceded the next day that Bart’s had played the 
better in losing by a goal to a try. 


Although being without Mackenzie and Hamil- 
ton, the Bart’s forwards soon settled and pro- 
ceeded to give their backs a plentiful supply of 
the ball from the tight scrums and line-outs. It 
became evident that the firm conditions with vir- 
tually no wind suited the Hospital well, and early 
on Rees Davies made several clean but poorly 
supported breaks through the middle. This was 
indeed a pity, as Davies carved open the Tre- 
orchy defence time and time again and, with 
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more speed in the centre, Bart’s must surely have 
scored. During one of his breaks, he did suc- 
ceed in linking up with Halls, who made ground 
before passing back to the forwards for the move 
to be checked only five yards from the Treorchy 
line—quite the best move of the match. Half-time 
arrived with Bart’s still pressing, and robust tack- 
ling by tne Hospital strangling any Treorchy 
moves at birth. 


After the interval, Treorchy started to press 
and eventually succeeded in forcing a scrum five 
yards from the Bart’s line. With a well-timed shove 
and wheel they scored a push-over try which was 
converted by a superb kick from near the touch 
line. This stirred the Bart’s pack and Thomas and 
Pennington in the line-outs, together with D. 
Richards in the tight, reached new heights, giving 
the Hospital three-quarters nearly continuous 
possession. Soon, a penalty was forced ten yards 
from the Treorchy line, and an excellent try 
scored through an ingenious piece of quick think- 
ing by Halls and Brian Richards. Before the 
opposition realised quite what had happened, 
Halls tapped the ball forward and, in a flash, 
Richards gathered and dived over for a try, ten 
yards from touch. The conversion only narrowly 
failed. 


Continuing to attack, Phillips broke through 
the middle and on reaching the full-back passed 
out to Randle, who was just tackled short of the 
line. Shortly afterwards, Bart’s just failed to score 
again when the home full-back was tackled in 
possession almost on his own line, and Treorchy 
managed to get the ensuing touch down. 


The final whistle blew a minute later with 
Treorchy very relieved to have kept their 
ground record intact. No account of our visit 
to the Rhondda would be complete without men- 
tion of the wonderful hospitality we again re- . 
ceived from our Welsh hosts. 


We were also most fortunate in being enter- 
tained by Mrs. Davies, who welcomed us into her 
own home both for supper on our arrival on 
Thursday and coffee the next morning. We were 
made to feel completely at home and nothing 
was too much trouble for our charming hosts. 


Team: M. Britz, R. M. Phillips (Capt.), J. 
Bamford, J. Stevens, G. J. Halls; R. R. Davies, 
B. Richards; J. L. C. Dobson, D. A. Richards, 
B. Lofts; L. R. Thomas, J. Pennington; R. P. 
Davies, W. P. Boladz, G. Randle. 


After watching Cardiff and the Barbarians on 
Easter Saturday, Bart’s travelled to Tredegar on 
Easter Monday to play before their largest crowd 
of the season, apart from the Cup Match. Some 
rather misleading accounts of this match appeared 
in the National Press the next day, when no men- 
tion was made of three crippling injuries to Bart’s 
players early in the second half, when only 6—3 
down and playing down-wind. However, this 
was obviously not.a Bart’s day and we had only 
ourselves to blame when Tredegar scored eight 
poms in the last five minutes before a crumbling 

efence. 


Tredegar had taken the lead in the first few 
minutes with a very neat dropped goal from close 
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range by their scrum half. Undeterred, Bart’s 
threw the ball about, and one magnificent run by 
Phillips brought the crowd to its feet. From the 
ensuing set scrum Bart’s heeled against the tight 
head and Brian Richards dived over for an 
unconverted try. Shortly before the interval, 
Tredegar regained the lead with another dropped 
goal by their fly-half. 


Within ten minutes of the re-start, both Bam- 
ford and Rees Davies were injured and Phillips 
was now fly-half, Halls in the centre and Randle 
on the wing. However, play was still very open 
when Tredegar went further ahead when they 
scored a converted try in the corner. Shortly 
afterward, lock-forward Boladz received a crip- 
pling knee injury and so the pack were reduced 
to six active members. However, D. Richards 
completely outhooked his opposite number and 
Laurie Thomas and Pennington were still getting 
possession in the line-outs. It was from another 
heel against the loose head that Rees Davies raced 
over for an unconverted try on the blind side. 
However, as the game progressed our defence be- 
came shakier and finally let in two more tries 
by the fast Tredegar left-centre to make the final 
score 19—6, 

Considering the unfortunate handicap in the 
second half, Bart’s had done well and continued 
to play bright attacking football till to the final 
whistle. It was pleasing to discover that our hosts 
would be delighted to see us again next year 
when, with a little more luck, we may well beat 
them. 

Team: A. P. Ross; R. M. Phillips (Capt.), J. 
Bamford, J. Stevens, G. J. Halls; R. R. Davies, 
B. Richards; J. L. C. Dobson, D. A. Richards; 
B. Lofts, L. R. Thomas, J. Pennington; R.  P. 
Davies, W. P. Boladz, G. Randle. 


Ist XV v. Nottingham. Away. Won 8-3, on March 
29th. 

Paying their first visit to Nottingham for over 
five years, Bart’s gave a thoroughly sound per- 
formance, and gained their twelfth win of the 
season. With Hamilton unavailable as hooker, 
D. A. Richards made a most welcome return to 
the front row after absence through illness. 


Kicking off against a strong wind on a muddy, 
heavy pitch, Nottingham established themselves 
early in the Hospital half by kicking to touch 
whenever their backs received the ball. Fortu- 
nately, however, Bart’s were determined to play 
their customary handling despite the conditions, 
and twice, early on, Rees Davies broke right 
through and first Phillips and then Stevens were 
only just held short of the Nottingham line. How- 
ever, after fifteen minutes’ play Nottingham scored 
a try half-way out after a break by one of their 
centres. Undismayed, Bart’s hit back and were 
very unlucky not to score from a brilliant run by 
Phillips of nearly sixty yards. Half-time arrived 
with Bart’s only three points down with the slope 
and wind advantage to follow in the second half. 


Within ten minutes of the re-start, Bart’s had 
levelled the scores with a beautiful try by Phillips 
after Rees Davies and Bamford deceived the oppo- 
sition with a very effective dummy scissors. Stevens 
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narrowly missing the conversion. Although the 
mud became even more clinging, another good 
try followed ten minutes later. Gaining possession 
from a set scrum just inside our opponents’ half, 
Bamford made a break and,? when threatened, 
passed inside to Mackenzie, who returned the pass 
and so on to Stevens, who crashed over half-way 
out. The scorer then converted his own try with 
a magnificent kick, and shortly afterwards hit the 
upright from a penalty thirty-five yards out. 


Throughout this half, the forwards had gained 
control in the loose mauls, where Boladz and Pen- 
nington were frequently prominent, and easily held 
their heavier opponents in the tight by better 
binding. 

Altogether a highly satisfactory performance, 
capable of erasing a heavy defeat we received on 
our last visit! 


Team: M. Britz; R. M. Phillips (Capt.), J. Bam- 
ford, J. Stevens, G. J. Halls, R. R. Davies, B. 
Richards; J L. C. Dobson, D A. Richards, B. 
Lofts; L. R. Thomas, J. Pennington; G. Randle, 
W. P. Boladz, J. C. Mackenzie. 


Season 1957-58 

Colours have been awarded to: J. Bamford, M. 
Britz, C. C. H. Dale, R. P. Davies, J. Hamilton, 
J. Pennington, J. Stevens and R. Bonner-Morgan. 


Colours have been re-awarded to: R. R. Davies, 
W. P. Boladz, J. L. C. Dobson, G. J. Halls, B. 
Lofts, A. B. M. McMaster, J. C Mackenzie, J. C. 
Neely, R. M. Phillips, B. Richards and D. A. 
Richards. 


FOOTBALL 


This season may conveniently be divided into 
two halves: before and after Christmas. 


Before Christmas the team was playing well, won 
over half the games and had a good goal average. 


What happened at Christmas to cause a rapid 
decline has never been known, but the tide turned 
very rapidly. Seventeen games were played, W3, D2, 
L12. 


The team did not play particularly badly, but 
the goals did not come, and the defence had some 
poor days. Indeed, it was not until mid-March that 
the first win came. It is a tribute to the team’s 
spirit that, having played twice weekly for two 
and a half months without a single victory, they 
never lost heart, and ended the season in good 
style with three sucessive wins. Gould and Treg- 
bulem were the chief goal scorers. Particular note- 
worthy was the game in which St. Bart’s beat the 
Swiss Mercantile College 2—1. The Swiss won 
the end-of-season 6-a-side competition for which 43 
sixes entered. Bart’s played in this competition 
for the first time and reached the last 16. 

The A.G.M. will be on May 21st, when the 
season’s happenings will be reviewed. Officers 
elected for next year, and plans laid for success 
next season. 











Id 


rey 


an 





1e 
d 
n 


$$ 
'y 


1c 


. 


rea oO =a 





BOOKS RECEIVED 


Ideals in Medicine, by Vincent Edmunds 
and C. Gordon Scorer. Tyndale Press. 
Price 12s. 6d. 


Aids to Organic Chemistry, by George Maw. 
Baltiére, Tindall and Cox. Price 10s. 6d. 


Childhealth and Paediatrics for Nurses, 
Health Visitors and Social Workers, by 
R. McL. Todd. Heinemann, Price 21s. 


Pharmacology for Nurses, by J. R Trouncer. 
Churchill. Price 15s. 


Foundations of Neuropsychiatry, by Stanley 
Cobb. Price 40s. 


Textbook of Obstetrics (3rd. Ed.), by J. F. 
Cunningham. Heinemann. Price 40s. 


Law and Ethics for Doctors, by S. Hadfield. 
Eyre and Spottiswoode. Price 42s. 


Inclusion in this column does not preclude 
review at a later date. 
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What ts 
in a 


name ? 





T.. present-day cult of impersonality dis- 
courages the use of eponyms; and while the medical 
historian will brush away a nostalgic tear, the hard- 
pressed student is unlikely to mourn. It needs a feat 
of memory to answer the question: ‘‘What muscle is 
supplied by the nerve of Bell ?”? But happy the student 
whose examiner asks, ““Which muscles are supplied by 
the eighth cervical nerve ?” 


Many eponyms are downright misleading. We 
might picture Christmas Disease as a surfeit of turkey, 
or mistletoe blush; but it is so called because the 
first patient reported was called Christmas. Similarly 
caesarean section was not first done by the redoubtable 
Caesar Hawkins, nor (it is now thought) by some Roman 
surgeon who, thus, delivered Julius Caesar; the word 
comes from the Latin for“‘cut”’. Bornholm is not a big, 
blue-eyed Scandinavian physician, but an island, and 
Pink was not a celebrated Victorian paediatrician with 
ruddy cheeks and side-whiskers, but the colour of the 
hands of children with Pink Disease. 


But not even the most enthusiastic eponymoclast 
can claim that the alternative names for diseases are 
always crystal-clear; thus “‘pellagra” and ‘‘beri-beri’”’ 
are terms which convey a masterly paucity of informa- 
tion. Then there are the conditions which do not claim 
a name of any kind—for example, the milder B 
vitamin deficiencies. But if we cannot name them we 
can often infer their presence (after serious illness has 
been excluded) when a patient takes an inadequate dict 
(e.g., an old person living alone) or has extra needs 
(e.g., in pregnancy and lactation), and complains of 
such mild symptoms as loss of appetite, fatigue, 
constipation and paraesthesia. And we can treat them 
in a very pleasant fashion by prescribing Bemax. All 
the B-complex vitamins are contained in wheat germ, 
and Bemax is pure stabilized wheat germ; it is the 
richest natural vitamin-protein-mineral supplement. 
You just sprinkle it on your food. 


Issued in the interests of better nutrition by 
VITAMINS LIMITED 
Upper Mall, Lordon, W.6. 
Makers of Bemax, Vitavel Syrup, Becovite, Befortiss, Pregna- 
vite, Complevite, Orovite, Parentrovite, Tropenal, Dal-tocol. 








St. B.H.J. May 1958 


LETTERS TO THE EDITOR 


Sir.—Just prior to reading Mr. R. L. Hurt’s ex- 
cellent article ““ The Surgical Treatment of Ischae- 
mic Heart Disease,” I was present at a demonstra- 
tion at the above hospital (which has established 
close ties with Bart’s) on the very same subject, 
with a presentation of a case of severe Angina 
Pectoris treated by ligation of the two internal 
mammary arteries. Dr. West, who presented the 
case, very kindly loaned me a copy of an article 
(Minerva Medica, October 31, 1955) in translation, 
The article dealt with research on the anastomosis 
between the internal mammary-pericardial vessels 
and those of the myocardium, i.e., coronary. 
Fieschi, who did this work about seventeen years 
ago, thought it possible to create a state of hyper- 
tension in the region of the internal mammary 
artery by ligating it in the second intercostal space. 
Later, in 1939, Zoja and Cesa Bianchi performed 
the operation under local anaesthesia on a patient 
who had had repeated attacks of myocardial in- 
farction. The post-operative course was claimed ~ 
to have been good and no further myocardial 
attacks occurred in the following two years up to 
the time of publication. 

Further experiments showed that by this tech- 
nique, dye suitably injected found its way into 
the periaortic and peripulmonary arteries and 
branches of the coronary artery system. 

Regarding the operative technique on patients, © 
for those unable to secure the above-mentioned | 
article, briefly it consists of:— 

(1) Incisions made 4 cm. from the sternal bor- — 
der in the second intercostal space. 

(2) Spreading apart the fibres of the Pectoralis 
Major. 

(3) Exposing the margins of the second and 
third ribs and identifying the internal mammary 
artery. 

_ (4) Ligating the artery by means of a double 
tie. 

The procedure, of course, being bilateral. 

M. Bodttezzati, commenting upon the Minerva 
Medica report, concludes his series of articles by 
expressing his belief that the treatment is a got 
contribution to the therapy of myocardial in- 
sufficiency. : 

From what I have observed, no one can deny” 
the simplicity of the treatment and the patient 
presented at St. Luke’s with Status jOsus | 
had no further attacks following the operation. 


Yours truly, 
JAMES RANDALL. 


St. Luke’s Hospital, 
New York, U.S.A. 








